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Federal Patient Protection and Affordable Care Act Notices

Choiceof Primary Care Physician

We generally allow the designation of a Primary Care Physician (PCP). You have the right to d esignate
any PCP who patrticipates in our network and who is available to accept you or your family members. For
information on how to select a PCP, and for a list of PCPs, contact the telephone number on the back of
your Identification Card or refer to our website, www.anthem.com. For children, you may designate a
pediatrician as the PCP.

Access to Obstetrical and Gynecological (ObGyn) Care

You do notneed prior authorization from us or from any other person (including a PCP) in order to obtain
access to obstetrical or gynecological care from a health care professional in our network who specializes
in obstetrics or gynecology. The health care professional, however, may be required to comply with
certain procedures, including obtaining prior authorization for certain services or following a pre-approved
treatment plan. For a list of participating health care professionals who specialize in obstetrics or
gynecology, contact the telephone number on the back of your Identification Card or refer to our website,
www.anthem.com.
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Additional Federal Notices

Statement of Rights under the Newborns’ and Mother’s Health
Protection Act

Group health plans and healthinsurance issuers generally may not, under Federal law, restrict benefits
for any Hospital length of stay in connection with childbirth for the mother or newborn child to less than 48
hours following a vaginal delivery, or less than 96 hours following a cesarean section. However, Federal
law generally does not prohibit the mother’s or newborn’s attending Provider, after consulting with the
mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as applicable). In
any case, plans and issuers may not, under Federal law, require that a provider obtain authorization from
the Plan or the insurance issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Statement of Rights under the Women’s Cancer Rights Act of 1998

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the
Women’s Health and Cancer Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related
benefits, coverage will be provided in a manner determined in consultation with the attending Physician
and the patient, for:

All stages of reconstruction of the breast on which the mastectomy was performed,
Surgery and reconstruction of the other breast to produce a symmetrical appearance;
Prostheses; and

Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same Deductibles and Coinsurance applicable to other
medical and surgical benefits provided under this Plan. (See the “Schedule of Benefits” for details.) If you
would like more information on WHCRA benefits, call us at the number on the back of your Identification
Card.

Coverage for a Child Due to a Qualified Medical Support Order
(“QMCSO”)

If you or your spouse are required, due to a QMCSO, to provide coverage for your child(ren), you may
ask the Group to provide you, without charge, a written statement outlining the p rocedures for getting
coverage for such child(ren).

Mental Health Parity and Addiction Equity Act

The Mental Health Parity and Addiction Equity Act provides for parity in the application of aggregate
treatment limitations (day or visit limits) on mental health and substance abuse benefits with day or visit
limits on medical and surgical benefits. In general, group health plans offering mental health and
substance abuse benefits cannot set day/visit limits on mental health or substance abuse benefits that
are lower than any such day or visit limits for medical and surgical benefits. A plan that does not impose
day or visit limits on medical and surgical benefits may not impose such day or visit limits on mental
health and substance abuse benéefits offered under the Plan. Also, the Plan may notimpose Deductibles,
Copayments, Coinsurance, and out-of-pocket expenses on mental health and substance abuse benefits
that are maore restrictive than Deductibles, Copayments, Coinsurance and out-of-pocket expenses
applicable to other medical and surgical benefits. Medical Necessity criteria are available upon request.



Special Enrollment Notice

If you are declining enrollment for yourself or your Dependents (including your spouse) because of other
health insurance coverage, you may in the future be able to enroll yourself or your Dependents in this
Plan, if you or your Dependents lose eligibility for that other coverage (or if the employer stops
contributing towards your or your Dependents’ other coverage). However, you must request enroliment
within 31 days after your or your Dependents’ other coverage ends (or after the employer stops
contributing toward the other coverage).

In addition, if you have a new Dependent as a result of marriage, birth, adoption, or placement for
adoption, you may be able to enroll yourself and Your Dependents. However, you must request
enrollment within 31 days after the marriage, birth, adoption, or placement for adoption.

Eligible Subscribers and Dependents may also enroll under two additional circumstances:

e The Subscriber's or Dependent's Medicaid or Children’s Health Insurance Program (CHIP) coverage
is terminated as a result of loss of eligibility; or
e The Subscriber or Dependent becomes eligible for a subsidy (state premium assistance program)

The Subscriber or Dependent must request Special Enrollment within 60 days of the loss of
Medicaid/CHIP or of the eligibility determination.

To request special enrollment or obtain more information, call us at the Member Services telephone
number on your Identification Card, or contact the Group.



Introduction

Welcometo Anthem!

We are pleased that you have become a Member of our health insurance Plan. We want to make sure
that our services are easy to use. We've designed this Booklet to give a clear description of your
benefits, as well as our rules and procedures.

The Booklet explains many of the rights and duties between you and us. It also describes how to get
health care, what services are covered, and what part of the costs you will need to pay. Many parts of
this Booklet are related. Therefore, reading just one or two sections may not give you a full understanding
of your coverage. You should read the whole Booklet to know the terms of your coverage.

Your Group has agreed to be subject to the terms and conditions of Anthem’s Provider
agreements which may include pre-service review and utilization management requirements,
coordination of benefits, timely filing limits, and other requirements to administer the benefits
under this Plan.

This Booklet replaces any Bookletissued to you in the past. The coverage described is based upon the
terms of the Group Contract issued to your Group, and the Plan that your Group chose for you. The
Group Contract, this Booklet, and any endorsements, amendments or riders attached, form the entire
legal contract under which Covered Services are available.

Many words used in the Booklet have special meanings (e.g., Group, Covered Services, and Medical
Necessity). These words are capitalized and are defined in the "Definitions" section. See these
definitions for the best understanding of what is being stated. Throughout this Booklet you will also see
references to “we,” “us,” “our,” “you,” and “your.” The words “we,” “us,” and “our” mean Anthem Blue
Cross and Blue Shield (Anthem). The words “you” and “your” mean the Member, Subscriber and each

covered Dependent.

If you have any questions about your Plan, please be sure to call Member Services at the number on the
back of your Identification Card. Also be sure to check our website, www.anthem.com for details on how
to find a Provider, get answers to questions, and access valuable health and wellness tips. Thank you
again for enrolling in the Plan!

How to Get Language Assistance

Anthem is committed to communicating with our Members about their health Plan, no matter what their
language is. Anthem employs a language line interpretation service for use by all of our Member
Services call centers. Simply call the Member Services phone number on the back of your Identification
Card and arepresentative will be able to help you. Translation of written materials about your benefits
can also be asked for by contacting Member Services. TTY/TDD services also are available by dialing
711. A special operator will get in touch with us to help with your needs.

Identity Protection Services

Identity protection services are available with our Anthem health plans. To learn more about these
services, please visit https://anthemcares.allclearid.com/.
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Schedule of Benefits

In this section you will find an outline of the benefits included in your Plan and a summary of any
Deductibles, Coinsurance, and Copayments that you must pay. Also listed are any Benefit Period
Maximums or limits that apply. Please read the "What's Covered" and Prescription Drugs section(s) for
more details onthe Plan’s Covered Services. Read the “What’s Not Covered” section for details on
Excluded Services.

All Covered Services are subject to the conditions, Exclusions, limitations, and terms of this Booklet
including any endorsements, amendments, or riders.

To get the highest benefits at the lowest out-of-pocket cost, you must get Covered Services from
an In-Network Provider. Benefits for Covered Services are based on the Maximum Allowed Amount,
which is the most the Plan will allow for a Covered Service. When you use an Out-of-Network Provider
you may have to pay the difference between the Out-of-Network Provider’s billed charge and the
Maximum Allowed Amount in addition to any Coinsurance, Copayments, Deductibles, and non-covered
charges. This amount can be substantial. Please read the “Claims Payment” section for more details.

Deductibles, Coinsurance, and Benefit Period Maximums are calculated based upon the Maximum
Allowed Amount, not the Provider’s billed charges.

Essential Health Benefits provided within this Booklet are not subject to lifetime or annual dollar
maximums. Certain non-essential health benefits, however, are subject to either a lifetime and/or
dollar maximum.

Essential Health Benefits are defined by federal law and refer to benefits in at least the following
categories:

e Ambulatory patient services,

e Emergency services,

o Hospitalization,

e Maternity and newborn care,

e Mental health and substance use disorder services, including behavioral health treatment,
e Prescription drugs,

e Rehabilitative and habilitative services and devices,

e Laboratory services,

e Preventive and wellness services, and

Chronic disease management and pediatric services, including oral and vision care.

Such benefits shall be consistent with those set forth under the Patient Protection and Affordable
Care Act of 2010 and any regulations issued pursuant thereto.

Benefit Period Plan Year

Please see the “Eligibility and Enrollment — Adding
Members” section for further details.

Dependent Age Limit To the end of the month in which the child attains age 26
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Deductible In-Network Out-of-Network

Per Member $800 $2,000

Per Family - All other Members combined $2,400 $6,000

The In-Network and Out-of-Network Deductibles are combined. Amounts you pay toward the In-Network
Deductible will apply toward the Out-of-Network Deductible and amounts you pay toward the Out-of-Network
Deductible will apply toward the In-Network Deductible.

When the Deductible applies, you must pay it before benefits begin. See the sections below to find out when
the Deductible applies.

Copayments and Coinsurance are separate from and do not apply to the Deductible.

Any amounts applied to the Deductible for costs you pay during the last three months of the Benefit Period will
also apply to the next Benefit Period’s Deductible.

Coinsurance In-Network Out-of-Network
Plan Pays 80% 50%
Member Pays 20% 50%

Reminder:Your Coinsurance will be based on the Maximum Allowed Amount. If you use an Out-of-Network
Provider, you may have to pay Coinsurance plus the difference between the Out-of-Network Provider’s billed
charge and the Maximum Allowed Amount.

Note: The Coinsurance listed above may not apply to all benefits, and some benefits may have a different
Coinsurance. Please see the rest of this Schedule for details.

Out-of-Pocket Limit In-Network Out-of-Network
Per Member $5,000 $10,000
Per Family - All other Members combined $10,000 $20,000

The Out-of-Pocket Limitincludes all Deductibles, Coinsurance, and Copayments you pay during a Benefit
Period unless otherwise indicated below. It does notinclude charges over the Maximum Allowed Amount or
amounts you pay for non-Covered Services.

The Out-of-Pocket Limit does not include amounts you pay for following benefits:
o Out-of-Network Human Organ and Tissue Transplant services.
No one person will pay more than their individual Out-of-Pocket Limit. Once the Out-of-Pocket Limitis

satisfied, you will not have to pay any additional Deductibles, Coinsurance, or Copayments for the rest of the
Benefit Period except for the services listed above.
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Out-of-Pocket Limit In-Network Out-of-Network

The In-Network and Out-of-Network Out-of-Pocket Limits apply toward each other. Amounts paid toward the
In-Network Out-of-Pocket Limit will apply toward the Out-of-Network Out-of-Pocket Limit and amounts paid
toward the Out-of-Network Out-of-Pocket Limit will apply toward the In-Network Out-of-Pocket Limit.

Important Notice about Your Cost Shares

In certain cases, if we pay a Provider amounts that are your responsibility, such as Deductibles,
Copayments or Coinsurance, we may collect such amounts directly from you. You agree that we have the
right to collect such amounts from you.

The tables below outline the Plan’s Covered Services and the cost share(s) you must pay. In many spots
you will see the statement, “Benefits are based on the setting in which Covered Services are received.” In
these cases you should determine where you will receive the service (i.e., in a doctor’s office, at an
outpatient hospital facility, etc.) and look up that location to find out which cost share will apply. For
example, you might get physical therapy in a doctor’s office, an outpatient hospital facility, or during an
inpatient hospital stay. For services in the office, look up “Office Visits.” For services in the outpatient
department of a hospital, look up “Outpatient Facility Services.” For services during an inpatient stay, look
up “Inpatient Services.”

Benefits In-Network Out-of-Network

Allergy Services Benefits are based on the setting in which Covered
Services are received.

Ambulance Services (Air and Water) 20% Coinsurance after Deductible

Out-of-Network Providers may also bill you for any charges that exceed the Plan’s Maximum Allowed Amount.

Important Note: Air ambulance services for non-Emergency Hospital to Hospital transfers must be approved
through precertification. Please see “Getting Approval for Benefits” for details. Benefits for non-Emergency
ambulance services will be limited to $50,000 per occurrence if an Out-of-Network Provider is used.

Ambulance Services (Ground) 20% Coinsurance after Deductible

Out-of-Network Providers may also bill you for any charges that exceed the Plan’s Maximum Allowed Amount.

Important Note: All scheduled ground ambulance services for non-Emergency transfers, except transfers from
one acute Facility to another, must be approved through precertification. Please see “Getting Approval for
Benefits” for details Benefits for non-Emergency ambulance services will be limited to $50,000 per occurrence if
an Out-of-Network Provider is used.

Autism Services and Developmental or Physical Benefits are based on the setting in which Covered
Disability Services Services are received.

Benefits for Applied Behavior Analysis are limited to Members through18 years of age.

Coverage for the diagnosis and treatment of Autism Spectrum Disorders and Developmental or Physical
Disabilities will not be subject to any greater Deductible, Coinsurance, or Copayment than is applicable to other
physical health care services covered by this Plan. Any dollar or visit limits listed elsewhere in this Booklet will
not apply to services rendered in the diagnosis or treatment of Autism Spectrum Disorders. Age limits, other
than the age limit for Dependent eligibility and the age limit for Applied Behavior Analy sis above, also will not
apply to services rendered in the diagnosis or treatment of Autism Spectrum Disorders.
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Benefits

In-Network Out-of-Network

Bariatric Surgery

Benefits are based on the setting in which Covered
Services are received.

Behavioral Health Services

See “Mental Health and Substance Abuse Services.’

3

Cardiac Rehabilitation

See “Therapy Services.”

Chemotherapy

See “Therapy Services.”

Chiropractic Services

See “Therapy Services.”

Clinical Trials

Benefits are based on the setting in which Covered
Services are received.

Colonoscopies (Outpatient)

¢ Diagnostic colonoscopy

¢ Routine colonoscopy

50% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

See “Preventive Care.”

Dental Services

Dental Services Accidental Injury Benefit Maximum

Benefits are based on the setting in which Covered
Services are received.

Unlimited per accident In- and Out-of-Network
combined.

Diabetes Equipment, Education, and Supplies
Screenings for gestational diabetes are covered under
“Preventive Care.”

Benefits for diabetic education are based on the setting
in which Covered Services are received.

Benefits are based on the setting in which Covered
Services are received.

Diagnostic Services

e Preferred Reference Labs
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50% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance




Benefits

In-Network Out-of-Network

All Other Diagnostic Services

Benefits are based on the setting in which Covered
Services are received.

Dialysis

See “Therapy Services.”

Durable Medical Equipment (DME) and Medical
Devices, Orthotics, Prosthetics, Medical and
Surgical Supplies (Received from a Supplier)

Durable Medical Equipment (other than diabetic
equipment)
Orthotics

Prosthetics

Medical and Surgical Supplies (other than diabetic

supplies)

50% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

20% Coinsurance after
Deductible

The cost-shares listed above only apply when you get the equipment or supplies from a third-party supplier.If
you receive the equipment or supplies as part of an office or outpatient visit, or during a Hospital stay, benefits
will be based on the setting in which the covered equipment or supplies are received.

Wigs Needed After Cancer Treatment Benefit Maximum

Hearing Aids Benefit Maximum

One wig per Benefit Period In- and Out-of-Network
combined

Limited to $2,500 per hearing impaired ear per
Benefit Period.

Emergency Room Services

Emergency Room

Emergency Room Facility Charge

Emergency Room Doctor Charge (ER physician,
radiologist, anesthesiologist, surgeon)

Emergency Room Doctor Charge (Mental Health /
Substance Abuse)

Other Facility Charges (including diagnostic x-ray
and lab services, medical supplies)

Advanced Diagnostic Imaging (including MRIs, CAT
scans)
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$500 Copayment per visit
Copayment waived if admitted

No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance

No Copayment, Deductible, or Coinsurance




Benefits

In-Network

Out-of-Network

Out-of-Network Providers may also bill you for any charges over the Plan’s Maximum Allowed Amount.
However, if you receive Emergency Care at an In-Network Facility by an Out-of-Network professional Provider,
you will only have to pay your applicable Deductible, Coinsurance and/or Copayment for services received from
the time of the emergency admission until discharge from the In-Network Facility.

Gene Therapy Services
Precertification required

Benefits are based on the setting in which Covered
Services are received.

Habilitative Services

Benefits are based on the setting in which Covered
Services are received.

See “Therapy Services” for details on Benefit
Maximums.

Home Care

e Home Care Visits

e Home Dialysis

e Home Infusion Therapy

e Specialty Prescription Drugs

e Other Home Care Services/ Supplies
e Private Duty Nursing

Home Care Benefit Maximum

Private Duty Nursing Lifetime Maximum

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

Unlimited visits per Benefit Period
In- and Out-of-Network combined
The limit includes Therapy Services (e.g., physical,
speech, occupational, cardiac and pulmonary
rehabilitation) given as part of the Home Care
benefit. The limit does not apply to Home Infusion
Therapy or Home Dialysis.

164 visits In- and Out-of-Network combined

Home Infusion Therapy

See “Home Care.”

Hospice Care




Benefits

In-Network

Out-of-Network

e Home Hospice Care

e Bereavement

¢ Inpatient Hospice

e Outpatient Hospice

¢ Respite Care

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

Out-of-Network Providers may also bill you for any charges over the Plan’s Maximum Allowed Amount.

Human Organ and Tissue Transplant (Bone Marrow

/ Stem Cell) Services

Please see the separate summary later in this

Infertility Services

See “Maternity and Reproductive Health Services.”

Inpatient Services
Facility Room & Board Charge:
e Hospital / Acute Care Facility

e Skilled Nursing Facility

e Rehabilitation

Rehabilitation Services (Includes Services in an
Outpatient Day Rehabilitation Program) Benefit
Maximum

Skilled Nursing Facility Benefit

Ancillary Services
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20% Coinsurance after

Deductible

20% Coinsurance after

Deductible

20% Coinsurance after

Deductible

50% Coinsurance after

Deductible

50% Coinsurance after

Deductible

50% Coinsurance after

Deductible

60 days per Benefit Period In- and Out-of-Network
combined

180 days per Benefit Period, In- and Out-of-Network
combined

50% Coinsurance after
Deductible

20% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

Doctor Services when billed separately from the Facility

for:

e General Medical Care / Evaluation and
Management (E&M)

e Surgery

e Maternity

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

Mammograms (Outpatient)

¢ Diagnostic mammograms

e Routine mammograms

No Copayment,
Deductible, or
Coinsurance

50% Coinsurance after
Deductible

See “Preventive Care.”

Maternity and Reproductive Health Services

Maternity Visits (Global fee for the ObGyn'’s prenatal,
postnatal, and delivery services)

e Inpatient Facility Services (Delivery)

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

See “Inpatient Services”

Newborn / Maternity Stays: If the newborn needs services other than routine nursery care or stays in the
Hospital after the mother is discharged (sent home), benefits for the newborn will be treated as a separate

admission.

Infertility Services

Infertility Benefit Maximum

Benefits are based on the setting in which Covered
Services are received

$15,000 per Lifetime
In- and Out-of-Network combined

This Maximum applies to all medical infertility
treatments.

Mental Health and Substance Abuse Services

¢ Inpatient Mental Health / Substance Abuse Facility

Services

e Residential Treatment Center Services

e Inpatient Mental Health / Substance Abuse Provider

Services (e.g., Doctor and other professional
Providers)
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

Outpatient Mental Health / Substance Abuse Facility
Services (Non-Residential / Partial Hospitalization
Program / Intensive Outpatient Program)

Outpatient Mental Health / Substance Abuse

Provider Services (e.g., Doctor and other
professional Providers in a Non-Residential / Partial
Hospitalization Program / Intensive Outpatient
Program)

Partial Hospitalization Program

Intensive Outpatient Services

Mental Health / Substance Abuse Office Visits
(including Intensive In-Home Behavioral Health
Programs)

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

$20 Copayment per visit

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

Mental Health and Substance Abuse Services will be covered as required by state and federal law. Please see
“Mental Health Parity and Addiction Equity Act” in the “Additional Federal Notices” section for details.

Occupational Therapy

See “Therapy Services.”

Office Visits

Primary Care Physician / Provider (PCP)

Specialty Care Physician / Provider (SCP)

Retail Health Clinic Visit

Preferred Online Visits (Including Mental Health &
Substance Abuse Services)

Other Online Visits (Including Mental Health &
Substance Abuse Services)

Counseling - includes Family Planning and
Nutritional Counseling (Other than Eating Disorders)
Nutritional Counseling for Eating Disorders

Allergy Testing
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$20 Copayment per visit

$50 Copayment per visit

$20 Copayment per visit

No Copayment,
Deductible, or
Coinsurance

$20 Copayment per visit
$20 Copayment per visit

$20 Copayment per visit

20% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible




Benefits

In-Network

Out-of-Network

e Shots/ Injections(other than allergy serum)

No Copayment, Deductible, or Coinsurance for

allergy injection(s) will be applied when the

injection(s) is billed by itself. The PCP or SCP

office visit Copayment/ Coinsurance will apply if an

office visit is billed with an allergy injection.

When allergy serum is the only charge from a
Physician's office, no Copayment is required.

e Diagnostic Lab (other than reference labs)

¢ Diagnostic X-ray

e Other Diagnostic Tests (including hearing and EKG)

e Advanced Diagnostic Imaging (including MRIs, CAT

scans)
e Office Surgery

e Therapy Services:

- Chiropractic Services

- Physical Therapy & Spinal Manipulation*

- Occupational Therapy

- Speech Therapy

- Dialysis

- Radiation/ Chemotherapy / Respiratory
Therapy

- Cardiac Rehabilitation

- Pulmonary Therapy

20% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

See PCP / SCP
Copayment

$20 Copayment per visit
$20 Copayment per visit
$20 Copayment per visit
$20 Copayment per visit

No Copayment,
Deductible, or
Coinsurance

See PCP / SCP
Copayment

$20 Copayment per visit

$20 Copayment per visit

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

Out-of-Network Providers may also bill you for any charges over the Plan’s Maximum Allowed Amount.
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Benefits

In-Network

Out-of-Network

e See “Therapy Services” for details on Benefit
Maximums.

*If you get Covered Services from a Physical or Occupational Therapist, you will not have to pay an office
visit Copayment or Coinsurance that is higher than what you would pay for a Primary Care Physician.

e Prescription Drugs Administered in the Office

No Copayment,
Deductible, or
Coinsurance

50% Coinsurance after
Deductible

Orthotics

See “Durable Medical Equipment (DME) and Medical
Devices, Orthotics, Prosthetics, Medical and Surgical
Supplies.”

Outpatient Facility Services

Facility Surgery Charge

e Facility Surgery Lab

e Facility Surgery X-ray

e Ancillary Services

e Doctor Surgery Charges

e Other Doctor Charges (including Anesthesiologist,
Pathologist, Radiologist, Surgical Assistant)

e  Other Facility Charges (for procedure rooms)

e Diagnostic Lab

e Diagnostic X-ray

e Other Diagnostic Tests (EKG, EEG, etc.)

¢ Advanced Diagnostic Imaging (including MRIs, CAT

scans)

e Therapy:
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20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

20% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible




Benefits In-Network Out-of-Network

- Chiropractic Services $20 Copayment per visit 50% Coinsurance after
Deductible

- Physical Therapy & Spinal Manipulation $20 Copayment per visit 50% Coinsurance after
Deductible

- Occupational Therapy $20 Copayment per visit 50% Coinsurance after
Deductible

- Speech Therapy $20 Copayment per visit 50% Coinsurance after

- Radiation/ Chemotherapy / Respiratory 20% Coinsurance after

Therapy Deductible
- Dialysis 20% Coinsurance after
Deductible
- Cardiac Rehabilitation $20 Copayment per visit
- Pulmonary Therapy $20 Copayment per visit

See “Therapy Services” for details on Benefit Maximums.

20% Coinsurance after
Deductible

e Prescription Drugs Administered in an Outpatient
Facility

Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

50% Coinsurance after
Deductible

Physical Therapy

See “Therapy Services.”

Preventive Care No Copayment,
Deductible, or

Coinsurance

e Immunizations for children prior to 6" birthday No Copayment,
Deductible, or

Coinsurance

50% Coinsurance after
Deductible

No Copayment,
Deductible, or
Coinsurance

Prosthetics

See “Durable Medical Equipment (DME) and Medical

Devices, Orthotics, Prosthetics, Medical and Surgical
Supplies.”

Pulmonary Therapy

See “Therapy Services.”

Radiation Therapy

See “Therapy Services.”
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Benefits

In-Network Out-of-Network

Rehabilitation Services

Benefits are based on the setting in which Covered
Services are received.

See “Inpatient Services” and “Therapy Services” for
details on Benefit Maximums.

Respiratory Therapy

See “Therapy Services.”

Sex Reassignment Services

Precertification required

Benefits are based on the setting in which Covered
Services are received

Skilled Nursing Facility

See “Inpatient Services.”

Speech Therapy

See “Therapy Services.”

Surgery

Bariatric Surgery Benefit Maximum

Benefits are based on the setting in which Covered
Services are received.

Unlimited, In- and Out-of-Network combined

Temporomandibular and Craniomandibular Joint
Treatment

Benefits are based on the setting in which Covered
Services are received.

Therapy Services

Benefit Maximum(s):

Chiropractic Services

e Physical & Manipulation Therapy (does not include
Chiropractic Services)

e Occupational Therapy

e Speech Therapy

e Cardiac Rehabilitation

¢ Pulmonary Rehabilitation
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Benefit Maximum(s) are for In- and Out-of-
Network visits combined, and for office and
outpatient visits combined.

Unlimited, In- and Out-of-Network combined.

20 visits per Benefit Period

20 visits per Benefit Period

Unlimited

36 visits per Benefit Period

20 visits per Benefit Period




Benefits In-Network Out-of-Network

Note: The limits for physical, occupational, and speech therapy will not apply if you get that care as part of the
Hospice benefit.

Note: The limits for physical, occupational and speech therapy will not apply if you get care as part of the Autism
Services benefit.

Note: When you get physical, occupational, speech therapy , or cardiac rehabilitation in the home, the Home
Care Visit limit will apply instead of the Therapy Services limits listed above.

Note: If pulmonary rehabilitation is given as part of physical therapy, the Physical Therapy limit will apply instead
of the Pulmonary Rehabilitation limit.

Transplant Services See “Human Organ and Tissue Transplant (Bone
Marrow / Stem Cell) Services.”

Urgent Care Services

e Urgent Care Office Visit Charge $50 Copayment per visit 50% Coinsurance after
Deductible

e Allergy Testing 20% Coinsurance after 50% Coinsurance after
Deductible Deductible

e Shots/ Injections (other than allergy serum) 20% Coinsurance after 50% Coinsurance after
Deductible Deductible

No Copayment, Deductible, or Coinsurance for
allergy injection(s) will be applied when the
injection(s) is billed by itself. The PCP or SCP
office visit Copayment/ Coinsurance will apply if an
office visit is billed with an allergy injection.

When allergy serum is the only charge from a
Physician's office, no Copayment is required.

¢ Diagnostic Lab (other than reference labs) No Copayment, 50% Coinsurance after
Deductible, or Deductible
Coinsurance
e Diagnostic X-ray No Copayment, 50% Coinsurance after
Deductible, or Deductible
Coinsurance
e Other Diagnostic Tests (including hearing and EKG) No Copayment, 50% Coinsurance after
Deductible, or Deductible
Coinsurance
e Advanced Diagnostic Imaging (including MRIs, CAT No Copayment, 50% Coinsurance after
scans) Deductible, or Deductible
Coinsurance
o Office Surgery $50 Copayment per visit 50% Coinsurance after
Deductible
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Benefits In-Network Out-of-Network

50% Coinsurance after
Deductible

e Prescription Drugs Administered in the Office No Copayment,
Deductible, or

Coinsurance

50% Coinsurance after
Deductible

Vision Services
(For medical and surgical treatment of injuries and/or
diseases of the eye)

No Copayment,
Deductible, or
Coinsurance

Vision Screenings See “Preventive Care”.
(Certain vision screenings required by Federal law are

covered under the "Preventive Care" benefit.)

Human Organ and Tissue Transplant (Bone Marrow / Stem
Cell) Services

Please call our Transplant Department as soon as you think you may need a transplant to talk about your
benefit options. You must do this before you have an evaluation and/or work-up for atransplant. To get the
most benefits under your Plan, you must get certain human organ and tissue transplant services from an
In-Network Transplant Provider. Even if a Hospital is an In-Network Provider for other services, it may notbe an
In-Network Transplant Provider for certain transplant services. Please call us to find out which Hospitals are In-
Network Transplant Providers. (When calling Member Services, ask for the Transplant Case Manager for further
details.)

Therequirements described below do not apply to the following:

Cornea and kidney transplants, which are covered as any other surgery; and

Any Covered Services related to a Covered Transplant Procedure that you get before or after the Transplant
Benefit Period. Please note that the initial evaluation, any added tests to determine your eligibility as a
candidate for a transplant by your Provider, and the collection and storage of bone marrow/stem cells is
included in the Covered Transplant Procedure benefit regardless of the date of service.

Benefits for Covered Services that are not part of the Human Organ and Tissue Transplant benefit will be based on
the setting in which Covered Services are received. Please see the “What's Covered” section for additional details.

Transplant Benefit Period

In-Network
Transplant Provider
Starts one day before
a Covered Transplant
Procedure and lasts
for the applicable case
rate / globaltime
period. The number of
days will vary
depending on the type
of transplant received
and the In-Network
Transplant Provider
agreement. Call the
Case Manager for
specific In-Network
Transplant Provider

Out-of-Network
Transplant Provider
Starts one day before
a Covered Transplant
Procedure and
continues to the date
of discharge at an
Out-of-Network
Transplant Provider
Facility.
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Covered Transplant Procedure during the Transplant

Benefit Period

Precertification required

information for
services received at or
coordinated by an In-
Network Transplant
Provider Facility.

In-Network
Transplant Provider
Facility

During the Transplant
Benefit Period, No
Copayment,
Deductible, or
Coinsurance.

Before and after the
Transplant Benefit
Period, Covered
Services will be
covered as Inpatient
Services, Outpatient
Services, Home Visits,
or Office Visits
depending where the
service is performed.

Out-of-Network
Transplant Provider
Facility

During the Transplant
Benefit Period, You
will pay 30%
Coinsurance after
Deductible. During the
Transplant Benefit
Period, Covered
Transplant Procedure
charges at an Out-of-
Network Transplant
Provider Facility will
NOT apply to your
Out-of-Pocket Limit.

If the Provider is also
an In-Network
Provider for this Plan
(for services other
than Covered
Transplant
Procedures), then you
will not have to pay for
Covered Transplant
Procedure charges
over the Maximum
Allowed Amount.

If the Provideris an
Out-of-Network
Provider for this Plan,
you will have to pay
for Covered
Transplant Procedure
charges over the
Maximum Allowed
Amount.

Prior to and after the
Transplant Benefit
Period, Covered
Services will be
covered as Inpatient
Services, Outpatient
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Covered Transplant Procedure during the Transplant
Benefit Period

Transportation and Lodging

e Transportation and Lodging Limit

Unrelated donor searches from an authorized, licensed
registry for bone marrow/stem cell transplants for a
Covered Transplant Procedure

e Donor Search Limit

Live Donor Health Services

e Donor Health Service Limit

In-Network
Transplant Provider
Professional and
Ancillary (non-
Hospital) Providers

No Copayment,
Deductible, or
Coinsurance

No Copayment,
Deductible, or
Coinsurance

Services, Home Visits,
or Office Visits
depending where the
service is performed.

Out-of-Network
Transplant Provider
Professional and
Ancillary (non-
Hospital) Providers

30% Coinsurance
after Deductible

These charges will
NOT apply to your
Out-of-Pocket Limit.

30% Coinsurance
after Deductible

These charges will
NOT apply to your
Out-of-Pocket Limit.

Covered, as approved by us, up to $10,000 per
transplant. In- and Out-of Network combined.

No Copayment,
Deductible, or
Coinsurance

30% Coinsurance
after Deductible

These charges will
NOT apply to your
Out-of-Pocket Limit.

Covered, as approved by us, up to $30,000 per
transplant. In- and Out-of-Network combined.

No Copayment,
Deductible, or
Coinsurance

30% Coinsurance
after Deductible

These charges will
NOT apply to your
Out-of-Pocket Limit

Medically Necessary charges for getting an
organ from a live donor are covered up to our
Maximum Allowed Amount, including
complications from the donor procedure for up
to six weeks from the date of procurement.

How Your Plan Works
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Introduction

Your Plan is a PPO plan. The Plan has two sets of benefits: In-Network and Out-of-Network. If you
choose an In-Network Provider, you will pay less in out-of-pocket costs, suchas Copayments,
Deductibles, and Coinsurance. If you use an Out-of-Network Provider, you will have to pay more out-of-
pocket costs.

In-Network Services

When you use an In-Network Provider or get care as part of an Authorized Service, Covered Services will
be covered at the In-Network level. Regardless of Medical Necessity, benefits will be denied for care that
is not a Covered Service. We have the authority to decide the Medical Necessity of the service.

In-Network Providers include Primary Care Physicians / Providers (PCPs), Specialists (Specialty Care
Physicians / Providers - SCPs), other professional Providers, Hospitals, and other Facilities who contract
with us to care for you. We will not require you to obtain a referral to visit an In-Network Specialist,
including behavioral health Providers.

To see a Doctor, call their office:

e Tell them you are an Anthem Member,

e Have your Member Identification Card handy. The Doctor’s office may ask you for your group or

Member ID number.
e Tell them the reason for your visit.

When you go to the office, be sure to bring your Member Identification Card with you.

For services from In-Network Providers:

1. Youwill not need to file claims. In-Network Providers will file claims for Covered Services for you.
(You will still need to pay any Coinsurance, Copayments, and/or Deductibles that apply.) You may be
billed by your In-Network Provider(s) for any non-Covered Services you get or when you have not
followed the terms of this Booklet.

2. Precertification will be done by the In-Network Provider. (See the “Getting Approval for Benefits”
section for further details.)

Please read the “Claims Payment’ section for additional information on Authorized Services.

After Hours Care

If you need care after normal business hours, your Doctor may have several options for you. Youshould
call your Doctor’s office for instructions if you need care in the evenings, on weekends, or during the

holidays and cannot wait until the office reopens. If you have an Emergency, call 911 or go to the nearest
Emergency Room.

Out-of-Network Services

When you do not use an In-Network Provider or get care as part of an Authorized Service, Covered
Services are covered at the Out-of-Network level, unless otherwise indicated in this Booklet.

For services from an Out-of-Network Provider:
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1. The Out-of-Network Provider can charge you the difference between their bill and the Plan’s
Maximum Allowed Amount plus any Deductible and/or Coinsurance/Copayments;

2. You may have higher cost sharing amounts (i.e., Deductibles, Coinsurance, and/or Copayments);
3. Youwill have to pay for services that are not Medically Necessary;

4. You will have to pay for non-Covered Services;

5. You may have to file claims; and

6. You must make sure any necessary Precertification is done. (Please see “Getting Approval for
Benefits” for more details.)

How to Find a Provider in the Network

There are three ways you can find out if a Provider or Facility is in the network for this Plan. You can also
find out where they are located and details about their license or training.

e See your Plan’s directory of In-Network Providers at www.anthem.com, which lists the Doctors,
Providers, and Facilities that participate in this Plan’s network.

e Call Member Services to ask for a list of Doctors and Providers that participate in this Plan’s network,
based on specialty and geographic area.

e Check with your Doctor or Provider.

Please note that not all In-Network Providers offer all services. For example, when you need Outpatient
lab services, some Hospital-based labs are not part of our Reference Lab Network. Inthose casesyou
will have to go to a lab in our Reference Lab Network to get In-Network benefits. Please call Member
Services before you get services for more information.

If you need details about a Provider’s license or training, or help choosing a Doctor who is right for you,
call the Member Services number on the back of your Member Identification Card. TTY/TDD services
also are available by dialing 711. A special operator will get in touch with us to help with your needs.

Continuity of Care

If your In-Network Provider leaves our network because we have terminated their contract upon notice,
and you are in active treatment, you may be able to continue seeing that Provider for a limited period of
time and still get In-Network benefits. “Active treatment” includes:

1) Anongoing course of treatment for a life-threatening condition,

2) Anongoing course of treatment for a serious acute condition, (examples include chemotherapy,
radiation therapy and post-operative visits),

3) The second or third trimester of pregnancy and through the postpartum period; or

4) Anongoing course of treatment for a health condition for which the Physician or health care Provider
attests that discontinuing care by the current Physician or Provider would worsen your condition or
interfere with anticipated outcomes.

An “ongoing course of treatment” includes, butis not limited to, treatments for mental health and
substance use disorders.

In these cases, you may be able to continue seeing that Provider until treatment is complete, or for 90
days, whichever is shorter. If youwish to continue seeing the same Provider, you or your Doctor should
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contact Member Services for details. Any decision by Us regarding a request for continuity of care is
subject to the appeals process.

Your Cost-Shares

Your Plan may involve Copayments, Deductibles, and/or Coinsurance, which are charges that you must

pay when receiving Covered Services. Your Plan may also have an Out-of-Pocket Limit, which limits the
cost-shares you must pay. Please read the “Schedule of Benefits” for details on your cost-shares. Also
read the “Definitions” section for a better understanding of each type of cost share.

Crediting Prior Plan Coverage

If you were covered by the Group’s prior carrier / plan immediately before the Group signs up with us, with
no break in coverage, then you will get credit for any accrued Deductible and, if applicable and approved
by us, out-of-pocket amounts under that other plan. This does not apply to people who were not covered
by the prior carrier or plan onthe day before the Group’s coverage with us began, or to people who join
the Group later.

If your Group moves from one of our plans to another, (for example, changes its coverage from HMO to
PPO), and you were covered by the other product immediately before enrolling in this product with no
break in coverage, then you may get credit for any accrued Deductible and out-of-pocket amounts, if
applicable and approved by us. Any maximums, when applicable, will be carried over and charged
against the maximums under this Plan.

If your Group offers more than one of our products, and you change from one product to another with no
break in coverage, youwill get credit for any accrued Deductible and, if applicable, out-of-pocket amounts
and any maximums will be carried over and charged against maximums under this Plan.

If your Group offers coverage through other products or carriers in addition to ours, and you change
products or carriers to enroll in this product with no break in coverage, you will get credit for any accrued
Deductible, out-of-pocket, and any maximums under this Plan.

This Section Does Not Apply To You If:

Your Group moves to this Plan at the beginning of a Benefit Period;

You change from one of our individual policies to a group plan;

You change employers; or

You are a new Member of the Group who joins the Group after the Group's initial enroliment with us.

The BlueCard Program

Like all Blue Cross & Blue Shield plans throughout the country, we participate in a program called
"BlueCard" which provides services to you when you are outside our Service Area. For more details on
this program, please see “Inter-Plan Arrangements” in the “Claims Payment” section.

Identification Card

We will give an Identification Card to each Member enrolled in the Plan. When you get care, you must
show your Identification Card. Only a Member who has paid the Premiums for this Plan has the right to
services or benefits under this Booklet. If anyone gets services or benefits to which they are not entitled
to under the terms of this Booklet, he/she must pay for the actual cost of the services.
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Getting Approval for Benefits

Your Plan includes the process of Utilization Review to decide when services are Medically Necessary or
Experimental/lnvestigational as those terms are defined in this Booklet. Utilization Review aids the
delivery of cost-effective health care by reviewing the use of treatments and, when proper, level of care
and/or the setting or place of service where they are performed.

Reviewing Where Services Are Provided

A service must be Medically Necessary to be a Covered Service. When level of care, setting or place of
service is reviewed, services that can be safely given to you in a lower level of care or lower cost setting /
place of care, will not be Medically Necessary if they are given in a higher level of care, or higher cost
setting / place of care. This means that a request for a service may be denied because itis not Medically
Necessary for the service to be provided where it is being requested. When this happens the service can
be requested again in another place and will be reviewed again for Medical Necessity. At times a different
Provider or Facility may need to be used in order for the service to be considered Medically Necessary.
Examplesinclude, but are not limited to:

e Aservice may be denied on an inpatient basis at a Hospital but may be approvable if provided on an
outpatient basis at a Hospital.

e A service may be denied on an outpatient basis at a Hospital but may be approvable at a free
standing imaging center, infusion center, Ambulatory Surgical Facility, or in a Physician’s office.

e Aservice may be denied at a Skilled Nursing Facility but may be approvable in a home setting.

Utilization Review criteria will be based on many sources including medical policy and clinical guidelines.
Anthem may decide that a treatment that was asked for is not Medically Necessary if a clinically
equivalent treatment that is more cost effective is available and appropriate. “Clinically equivalent” means
treatments that for most Members, will give you similar results for a disease or condition.

If you have any questions about the Utilization Review process, the medical policies, or clinical
guidelines, you may call the Member Services phone number on the back of your Identification Card.

Coverage for or payment of the service or treatment reviewed is not guaranteed even if we decide
your services are Medically Necessary. For benefits to be covered, on the date you get service:

You must be eligible for benefits;

Premium must be paid for the time period that services are given;
The service or supply must be a Covered Service under your Plan;
The service cannot be subject to an Exclusion under your Plan; and
You must not have exceeded any applicable limits under your Plan.
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Types of Reviews

e Prior Authorization Review — A review of a service, treatment or admission for a benefit coverage
determination which is done before the service or treatment begins or admission date, including
Utilization Review and Case Management.

Precertification — A required Prior Authorization Review for a benefit coverage determination for a
service or treatment. Certain services require Precertification in order for you to get benefits. The
benefit coverage review will include a review to decide whether the service meets the definition of
Medical Necessity or is Experimental / Investigational as those terms are defined in this Booklet.

For admissions following Emergency Care, you, your authorized representative or Doctor must tell us
within 48 hours of the admission or as soon as possible within a reasonable period of time. For
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childbirth admissions, Precertification is not needed unless there is a problem and/or the mother and
baby are not sent home at the same time. Precertification is not required for the first 48 hours for a
vaginal delivery or 96 hours for a cesarean section. Admissions longer than 48/96 hours require
precertification.

e Continued Stay / Concurrent Review — A Utilization Review of a service, treatment or admission
for a benefit coverage determination which must be done during an ongoing stay in a facility or course
of treatment.

Both Prior Authorization and Continued Stay / Concurrent Reviews may be considered urgent when, in
the view of the treating Provider or any Doctor with knowledge of your medical condition, without such
care or treatment, your life or health or your ability to regain maximum function could be seriously
threatened or you could be subjected to severe pain that cannot be adequately managed without such
care or treatment. Urgentreviews are conducted under a shorter timeframe than standard reviews.

e Post-service Review — A review of a service, treatment or admission for a benefit coverage that is
conducted after the service has been provided. Post-service reviews are performed when a service,
treatment or admission did not need a Precertification, or when a needed Precertification was not
obtained. Post-service reviews are done for a service, treatment or admission in which we have a
related clinical coverage guideline and are typically initiated by us.

Who is Responsiblefor Precertification?

Typically, In-Network Providers know which services need Precertification and will get any Precertification
when needed. Your Primary Care Physician and other In-Network Providers have been given detailed
information about these procedures and are responsible for meeting these requirements. Generally, the
ordering Provider, Facility or attending Doctor (“requesting Provider”) will get in touch with us to ask for a
Precertification. However, you may request a Precertification or you may choose an authorized
representative to act on your behalf for a specific request. The authorized representative can be anyone
who is 18 years of age or older. The table below outlines who is responsible for Precertification and
under what circumstances.

Provider Network Responsibility to Comments
Status Get Precertification
In-Network Provider e The Provider must get Precertification when
required
Out-of-Network/ Member e Member must get Precertification when
Non-Participating required. (Call Member Services.) Foran

Emergency Care admission, Precertification is
not required. However, you, your authorized
representative or Doctor must tell us within 48
hours of the admission or as soon as possible
within a reasonable period of time.

¢ Member may be financially responsible for
charges/costs related to the service and/or
setting in whole or in part if the service and or
setting is found to not be Medically Necessary,
not Emergency Care, or any charges in
excess of the Maximum Allowed Amount.

Blue Card Provider Member e Member must get Precertification when

32



Provider Network Responsibility to Comments

Status Get Precertification
(Except for required. (Call Member Services.) Foran
Inpatient Emergency Care admission, Precertification is
Admissions) not required. However, you, your authorized

representative or Doctor must tell us within 48
hours of the admission or as soon as possible
within a reasonable period of time.

e Member may be financially responsible for
charges/costs related to the service and/or
setting in whole or in part if the service and or
setting is found to not be Medically Necessary,
not Emergency Care, or any charges in
excess of the Maximum Allowed Amount.

e Blue Card Providers must obtain
precertification for all Inpatient
Admissions.

NOTE: For an Emergency Care admission, precertification is not required. However, you, your
authorized representative or Doctor must tell us within 48 hours of the admission or as soon as

possible within areasonable period of time.

How Decisions are Made

We use our clinical coverage guidelines, such as medical policy, clinical guidelines, and other applicable
policies and procedures to help make our Medical Necessity decisions. This includes decisions about
Prescription Drugs as detailed in the section “Prescription Drugs Administered by a Medical Provider”.
Medical policies and clinical guidelines reflect the standards of practice and medical interventions
identified as proper medical practice. We reserve the right to review and update these clinical coverage
guidelines from time to time.

You are entitled to ask for and get, free of charge, reasonable access to any records concerning your
request. To ask for this information, call the Precertification phone number on the back of your
Identification Card.

If you are not satisfied with our decision under this section of your benefits, please refer to the “Grievance
and External Review Procedures” section to see what rights may be available to you.

Decision and Notice Requirements

We will review requests for benefits according to the timeframes listed below. The timeframes and
requirements listed are based on state and federal laws. Where state laws are stricter than federal laws,
we will follow state laws. If you live in and/or get services in a state other than the state where your
Contract was issued other state-specific requirements may apply. Youmay call the phone number on the
back of your Identification Card for more details.
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Type of Review

Timeframe Requirement
for Decision

Timeframe Requirement for
Notification

Precertification Requ

ests

Emergency Service
requiring immediate
post evaluation or
post-stabilization

Authorization decision will be provided
within 60 minutes of receiving the request,
or such services shall be deemed
approved.

Urgent Prior
Authorization Review
(non-Emergency
Service)

36 hours from the receipt of request,
including 1 Business Day

Non-Urgent Prior
Authorization Review

36 hours from the receipt of the request,
including 1 Business Day

For approval determination, we
will notify the Provider by
telephone within 24 hours of the
decision and notify the Member or
Member representative and
Provider by written or electronic
means within 2 Business Days of
the decision.

For Adverse Determination, we
will notify the Provider by
telephone within 24 hours of the
decision and notify the Member or
Member representative and
Provider by written or electronic
means within 1 Business Day of
the decision.

Urgent Continued
Stay / Concurrent
Review

1 Business Day from the receipt of the
request

Non-Urgent
Continued Stay /
Concurrent Review
for ongoing outpatient
treatment

1 Business Day from the receipt of the
request

For approval determination, we
will notify the Provider by
telephone within 1 Business Day
of the decision and notify the
Member or Member
representative and Provider by
written or electronic means within
1 Business Days of the telephonic
notification.

For Adverse Determination, we
will notify the Provider by
telephone within 24 hours of the
decision and notify the Member or
Member representative and
Provider by written or electronic
means within 1 Business Days of
the telephonic notification. The
service will continue without
Member liability until the Member
has been notified of the
determination

Post-Service Review

10 Business Days from the receipt of the
request

We will notify the Member by
written means of the
determination within 10 Business
Days of the determination.
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If more information is needed to make our decision, we will tell the requesting Provider of the specific
information needed to finish the review. If we do not get the specific information we need by the required
timeframe, we will make a decision based upon the information we have.

We will notify you and your Provider of our decision as required by state and federal law. Notice may be
given by one or more of the following methods: verbal, written, and/or electronic.

If we authorize medical services, we will not subsequently retract our authorization after the services have
been provided, or reduce payment for an item or service furnished in reliance on approval, unless

(1) Such authorization is based on a material misrepresentation or omission about your health condition
or the cause of the health condition; or

(2) More than 45 working days have passed since Our authorization and the services have not been
provided; or

(3) Coverage terminates under the plan before the services are provided; or
(4) Yourcoverage terminates before the services are provided.

Important Information

Anthem may, fromtime to time, waive, enhance, change or end certain medical management processes
(including utilization management, case management, and disease management) and/or offer an
alternate benefit if such change furthers the provision of cost effective, value based and/or quality
services.

We may also select certain qualifying Providers to take part in a program or a Provider arrangement that
exempts them from certain procedural or medical management processes that would otherwise
apply. We may also exempt your claim from medical review if certain conditions apply.

Just because Anthem exempts a process, Provider or Claim from the standards which otherwise would
apply, it does not mean that Anthem will do so in the future, or will do so in the future for any other
Provider, claim or Member. Anthem may stop or change any such exemption with or without advance
notice.

You may find out whether a Provider is taking part in certain programs or a Provider arrangement by
checking your on-line Provider Directory, on-line pre-certification list, or contacting the Member Services
number on the back of your ID card.

Health Plan Individual Case Management

Our health plan individual case management programs (Case Management) help coordinate services for
Members with health care needs due to serious, complex, and/or chronic health conditions. Our
programs coordinate benefits and educate Members who agree to take part in the Case Management
program to help meet their health-related needs.

Our Case Management programs are confidential and voluntary and are made available at no extra cost
to you. These programs are provided by, or on behalf of and at the request of, your health plan case
management staff. These Case Management programs are separate from any Covered Services you are
receiving.

If you meet program criteria and agree to take part, we will help you meet your identified health care

needs. This is reached through contact and team work with you and/or your chosen authorized
representative, treating Doctor(s), and other Providers.
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In addition, we may assistin coordinating care with existing community-based programs and services to
meet your needs. This may include giving you information about external agencies and community -
based programs and services.

In certain cases of severe or chronic illness or injury, we may provide benefits for alternate care that is not
listed as a Covered Service. We may also extend Covered Services beyond the Benefit Maximums of
this Plan. We will make our decision case-by-case, if we determine the alternate or extended benefit isin
the best interest of youand Anthem and you or your authorized representative agree to the alternate or
extended benefitin writing. A decision to provide extended benefits or approve alternate care in one case
does not obligate us to provide the same benefits againto you or to any other Member. We reserve the
right, at any time, to alter or stop providing extended benefits or approving alternate care. In such case,
we will notify you or your authorized representative in writing.

Acute Care at Home Programs

Anthem has programs available that offer acute care to Members where they live as an alternative to
staying in a Facility, when the Member’'s condition and the Covered Services to be delivered, are
appropriate for the home setting. We refer to these programs as Acute Care at Home Programs. These
programs provide care for active, short-term treatment of a severe injury or episode of illness, an urgent
medical condition, or during recovery from surgery. Acute care services are generally delivered by teams
of health care Providers from a range of medical and surgical specialties. The Acute Care at Home
Programs are separate from our Home Care Services benefit, are only available in certain Service Areas,
and are only provided if the Member’s home meets accessibility requirements.

Covered Services provided by Acute Care at Home Programs may include Physician services (either in-
person or via telemedicine), diagnostic services, surgery, home care services, home infusion therapy,
Prescription Drugs administered by a Provider, therapy services, and follow-up care in the community.
Prescription Drugs at a Retail or Mail Order Pharmacy are notincluded in these Programs. Benefits for
those Drugs are described under the “Prescription Drug Benefit at a Retail or Home Delivery (Mail Order)
Pharmacy” section. Acute Care at Home Programs may also include services required to set up
telemedicine technology for in-home patient monitoring, and may include coverage for meals.

Members who qualify for these programs will be contacted by our Provider, who will discuss how
treatment will be structured, and what costs may be required for the services. Benefit limits that might
otherwise apply to outpatient or home care services, (e.g., home care visits, physical therapy, etc.), may
not apply to these programs.

Your participation in these programs is voluntary. If youchoose to participate, your Provider will discuss
the length of time that benefits are available under the program (e.g., the Acute Care at Home Benefit
Period) when you enroll. The Acute Care at Home Benefit Period typically begins on the date your Acute
Care at Home Provider sets up services in your home, and lasts until the date you are discharged from

the Program.

Any Covered Services received before or after the Acute Care at Home Benefit Period will be covered
according to the other benefits of this Plan.
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What’s Covered

This section describes the Covered Services available under your Plan. Covered Services are subject to
all the terms and conditions listed in this Booklet, including, but not limited to, Benefit Maximums,
Deductibles, Copayments, Coinsurance, Exclusions and Medical Necessity requirements. Please read
the "Schedule of Benefits" for details on the amounts you must pay for Covered Services and for details
on any Benefit Maximums. Also be sure to read " How Your Plan Works " for more information on your
Plan’s rules. Read the “What’s Not Covered” section for important details on Excluded Services.

Your benefits are described below. Benefits are listed alphabetically to make them easy to find. Please
note that several sections may apply to your claims. For example, if you have surgery, benefits for your
Hospital stay will be described under "Inpatient Hospital Care" and benefits for your Doctor’s services will
be described under "Inpatient Professional Services". As a result, you should read all sections that might
apply to your claims.

You should also know that many Covered Services can be received in several settings, including a
Doctor’s office, an Urgent Care Facility, an Outpatient Facility, or an Inpatient Facility. Benefits will often
vary depending on where you choose to get Covered Services, and this can resultin a change in the
amount you need to pay. Please see the “Schedule of Benefits” for more details on how benefits vary in
each setting.

Allergy Services

Your Plan includes benefits for Medically Necessary allergy testing and treatment, including allergy serum
and allergy shots.

Ambulance Services

Medically Necessary ambulance services are a Covered Service when:

e You are transported by a state licensed vehicle that is designed, equipped, and used only to transport
the sick and injured and staffed by Emergency Medical Technicians (EMT), paramedics, or other
certified medical professionals. This includes ground, water, fixed wing, and rotary wing air
transportation.

And one or more of the following criteria are met:

e Forground ambulance, you are taken:
- From your home, the scene of an accident or medical Emergency to a Facility licensed to provide
Emergency Services;
- Between Hospitals, including when we require you to move from an Out-of-Network Hospital to
an In-Network Hospital
- Between a Hospital and a Skilled Nursing Facility or other approved Facility.

e Forair or water ambulance, you are taken:
- From the scene of an accident or medical Emergency to a Facility licensed to provide Emergency
Services;
- Between Hospitals, including when we require you to move from an Out-of-Network Hospital to
an In-Network Hospital
- Between a Hospital and an approved Facility.

Ambulance services are subject to Medical Necessity reviews by us, which may include a review of the

services provided and whether you were taken to the nearest Facility that could give care for your
condition. Emergency ground ambulance services do not require precertification and are allowed
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regardless of whether the Provider is an In-Network or Out-of-Network Provider. Emergency ambulance
services rendered by an Out-of-Network Provider will be covered as an In-Network service, however the
Member may be responsible for the difference between the Out-of-Network Provider’'s charge and the
Maximum Allowable Amount, in addition to any applicable Coinsurance, Copayment or Deductible.

Non-Emergency ambulance services are subject to Medical Necessity reviews by us. When using an air

ambulance for non-Emergency transportation, we reserve the right to select the air ambulance Provider.

If you do not use the air ambulance Provider we select, the Out-of-Network Provider may bill you for any
charges that exceed the Plan’s Maximum Allowed Amount. Please see the “Schedule of Benefits” for the
maximum benefit.

Benefits also include Medically Necessary treatment of a sickness or injury by medical professionals from
an ambulance service, even if you are not taken to a Facility.

Ambulance services are not covered when another type of transportation can be used without
endangering your health. Ambulance services for your convenience or the convenience of your family or
Doctor are not a Covered Service.

Other non-covered ambulance services include, but are not limited to, trips to:

a) A Doctor's office or clinic;
b) A morgue or funeral home.

Important Notes on Air Ambulance Benefits

Benefits are only available for air ambulance when it is not appropriate to use a ground or water
ambulance. For example, if using a ground ambulance would endanger your health and your medical
condition requires a more rapid transport to a Facility than the ground ambulance can provide, the Plan
will cover the air ambulance. Air ambulance will also be covered if you are in an area that a ground or
water ambulance cannot reach.

Air ambulance will not be covered if you are taken to a Hospital that is not an acute care Hospital (such
as a Skilled Nursing Facility or a rehabilitation facility), or if you are taken to a Physician’s office or your
home.

Hospital to Hospital Transport

If you are moving from one Hospital to another, air ambulance will only be covered if using a ground
ambulance would endanger your health and if the Hospital that first treats cannot give you the medical
services you need. Certain specialized services are not available at all Hospitals. For example, burn
care, cardiac care, trauma care, and critical care are only available at certain Hospitals. To be covered,
you must be taken to the closest Hospital that can treat you. Coverage is not available for air
ambulance transfers simply because you, your family, or your Provider prefers a specific Hospital
or Physician.

Ambulance services or emergency medical response agencies that are licensed by the state of Missouri
to provide the above Covered Services will be paid directly by the Plan.

Autism Services and Developmental or Physical Disability Services

Benefits are available for the treatment of Autism Spectrum Disorders and Developmental or Physical
Disabilities. The following definitions apply to this section only:

Applied Behavior Analysis means the design, implementation, and evaluation of environmental
modifications, using behavioral stimuli and consequences, to produce socially significant
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improvementin human behavior, including the use of direct observation, measurement, and
functional analysis of the relationships between environment and behavior.

Autism Service Provider means any person, entity, or group that provides diagnostic or treatment
services for Autism Spectrum Disorders who is licensed or certified by the state of Missouri, or any
person who is licensed under chapter 337 as a Board Certified Behavior Analyst by the Behavior
Analyst Certification Board or licensed under chapter 337 as an Assistant Board Certified Behavior
Analyst.

Autism Spectrum Disorders means a neurobiological disorder, an illness of the nervous system,
which includes Autistic Disorder, Asperger's Disorder, Pervasive Developmental Disorder Not
Otherwise Specified, Rett's Disorder, and Childhood Disintegrative Disorder, as defined in the most
recent edition of the Diagnostic and Statistical Manual of Mental Disorders of the American
Psychiatric Assaociation.

Developmental or Physical Disability means a severe chronic disability that:

1. s attributable to cerebral palsy, epilepsy, or any other condition other than Mental lliness or
Autism Spectrum Disorder which results in impairment of general intellectual functioning or
adaptive behavior and requires treatment or services;

2. Manifests before the individual reaches age nineteen;

3. Is likely to continue indefinitely; and

4. Results in substantial functional limitations in three or more of the following areas of major life
activities:

Self-care;

Understanding and use of language;

Learning;

Mobility;

Self-direction; or

Capacity for independent living.

Line Therapist means an individual who provides supervision of an individual with an autism
diagnosis and other neurodevelopmental disorders pursuant to the prescribed treatment plan, and
implements specific behavioral interventions as outlined in the behavior plan under the direct
supervision of a licensed Behavior Analyst.

Treatment means care prescribed or ordered for an individual diagnosed with an Autism Spectrum
Disorder by a licensed Doctor or licensed Psychologist, or for an individual diagnosed with a
Developmental or Physical Disability by a licensed Doctor or licensed Psychologist, including
equipment Medically Necessary for such care, pursuant to the powers granted under suchlicensed
Doctor's or licensed Psychologist's license, including, but not limited to:

Psychiatric care;

Psychological care;

Habilitative or rehabilitative care, including Applied Behavior Analysis therapy for those
diagnosed with Autism Spectrum Disorder;

Therapeutic care; and

Pharmacy care.
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Benefits for the Diagnosis and Treatment

Benefits include Medically Necessary Covered Services to diagnose and treat Autism Spectrum Disorders
and Developmental or Physical Disabilities when prescribed or ordered for a Member diagnosed with an
Autism Spectrum Disorder by a licensed Doctor or licensed Psychologist.

39



Covered Services include the following:

¢ Medically Necessary assessments, evaluations, or tests in order to diagnose whether an individual
has an Autism Spectrum Disorder or Developmental or Physical Disabilities;

e Habilitative or rehabilitative care for those diagnosed with Autism Spectrum Disorder — Professional,
counseling, and guidance services and treatment programs, including Applied Behavior Analysis from
a licensed Autism Service Provider or Line Therapist under the direct supervision of a licensed
Behavioral Analyst, which are necessary to develop the functioning of the Member;

e Psychiatric care — Direct or consultative services provided by a licensed Psychiatrist;

e Psychological care — Direct or consultative services provided by a licensed Psychologist;

e Therapeutic care — Services provided by licensed Speech Therapists, Occupational Therapists, or
Physical Therapists;

e Equipment — Medically Necessary equipment for the treatment of Autism Spectrum Disorders and
Developmental or Physical Disabilities;

Pharmacy care — Prescription Drugs used to address symptoms of an Autism Spectrum Disorder or
Developmental or Physical Disability prescribed by a licensed Doctor, and any health-related services
deemed Medically Necessary to determine the need or effectiveness of the Prescription Drugs if those
Prescription Drugs are covered by this Booklet.

We may require your Provider to submit a treatment plan to us in order to determine when benefits for an
autism spectrum disorder should be available. The treatment plan would include the Member’s diagnosis,
proposed treatment, frequency and duration of treatment, and goals. We will not require this more than
once every six months, unless you are receiving ABA services, and your Doctor or Psychologist agrees to

provide a treatment plan more frequently. The cost of obtaining any review or treatment plan will be
covered by the Plan.

Bariatric Surgery

Medically Necessary laparoscopic vertical sleeve gastrectomy, Roux-en-Y gastric bypass (RYGB) and
Biliopancreatic diversion (BPD) with or without duodenal switch (DS) are covered when all clinical criteria
described in the bariatric policy are met.

You must obtain Prior Authorization before receiving bariatric surgery. Please instruct your Provider to call
the Prior Authorization number on your ID card.

Behavioral Health Services

See “Mental Health and Substance Abuse Services” later in this section.
Cardiac Rehabilitation

Please see “Therapy Services” later in this section.

Chemotherapy

Please see “Therapy Services” later in this section.
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Chiropractic Services

Chiropractic services are services provided by a licensed Chiropractor acting within the scope of his or
her practice. The practice of chiropractic is defined as the science and art of examination, diagnosis,
adjustment, manipulation and treatment of malpositioned articulations and structures of the body, both in
inpatient and outpatient settings. Coverage includes the initial diagnosis and clinically appropriate and
Medically Necessary services and supplies required to treat the diagnosed disorder, subject to the terms
and conditions of the Booklet.

Clinical Trials

Benefits include coverage for services such as routine patient care costs, given to you as a participant in
an approved clinical trial if the services are Covered Services under this Plan. An “approved clinical trial”
means a phase |, phase I, phase lll, or phase IV clinical trial that studies the prevention, detection, or
treatment of cancer or other life-threatening conditions. The term life-threatening condition means any
disease or condition from which death is likely unless the disease or condition is treated.

Benefits are limited to the following trials:
1. Federally funded trials approved or funded by one of the following:

The National Institutes of Health.

The Centers for Disease Control and Prevention.
The Agency for Health Care Research and Quality.
The Centers for Medicare & Medicaid Services.
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Cooperative group or center of any of the entities described in (a) through (d) or the Department
of Defense or the Department of Veterans Affairs.

f. A qualified non-governmental research entity identified in the guidelines issued by the National
Institutes of Health for center support grants.

g. Any of the following in i-iii below if the study or investigation has been reviewed and approved
through a system of peer review that the Secretary of Health and Human Services determines 1)
to be comparable to the system of peer review of studies and investigations used by the National
Institutes of Health, and 2) assures unbiased review of the highest scientific standards by
qualified individuals who have no interestin the outcome of the review.

i. The Department of Veterans Affairs.
ii. The Department of Defense.
iii. The Department of Energy.

2. Studies or investigations done as part of an investigational new drug application reviewed by the
Food and Drug Administration;

3. Studies orinvestigations done for drug trials which are exempt from the investigational new drug
application.

Routine patient care costs include items, services, and reasonable and medically necessary drugs or
devices provided to you in connection with an approved clinical trial that would otherwise be covered by
this Plan.

All requests for clinical trials services, including services that are not part of approved clinical trials will be
reviewed according to our Clinical Coverage Guidelines, related policies and procedures.
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Your Plan is not required to provide benefits for the following services. We reserve our right to exclude
any of the following services:

i The Investigational item, device, or service; or

il Items and services that are given only to satisfy data collection and analysis needs and that are
not used in the direct clinical management of the patient; or

iii. Any item or service that is paid for by the sponsor of the trial.

Dental Services

Preparing the Mouth for Medical Treatments

Your Plan includes coverage for dental services to prepare the mouth for medical services and treatments
such as radiation therapy to treat cancer and prepare for transplants. Covered Services include:

Evaluation

Dental x-rays
e Extractions, including surgical extractions
e Anesthesia

Treatment of Accidental Injury

Benefits are also available for dental work needed to treat injuries to the jaw, sound natural teeth, mouth
or face as aresult of an accident. An injury that results from chewing or biting is not considered an
Accidental Injury under this Plan, unless the chewing or biting results from a medical or mental condition.

Treatment must begin within 12 months of the injury, or as soon after that as possible to be a Covered
Service under this Plan.

General Anesthesia

Benefits are provided only for the ad ministration of general anesthesia and for both facility and
professional charges occurring in connection with dental services provided for the following Members:

1. A Member through the age of four;

2. A Memberwho is severely disabled; and

3. A Memberwho has a medical or behavioral condition that requires hospitalization or general
anesthesia when dental services are provided.

General anesthesiais a Drug, gas or other modality that, when administered, causes a complete loss of
sensation and a loss of consciousness. Benefits are not provided for routine dental services.

Diabetes Equipment, Education,and Supplies

Diabetes self-management training is covered for an individual with insulin dependent
diabetes, non-insulin dependent diabetes, or elevated blood glucose levels induced by pregnancy or
another medical condition when:

e Medically Necessary;

e Ordered in writing by a Doctor or a podiatrist; and
e Provided by a health care professional who is licensed, registered, or certified under state law.
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For the purposes of this benefit, a “health care professional” means the Doctor or podiatrist ordering the
training or a Provider who has obtained certification in diabetes education by the American Diabetes
Assaociation.

Covered Services also include all Doctor prescribed Medically Necessary equipment and supplies used
for the management and treatment of diabetes. See “Durable Medical Equipment and Medical Devices,
Orthotics, Prosthetics, and Medical and Surgical Supplies”. Screenings for gestational diabetes are
covered under “Preventive Care.”

Diagnostic Services

Your Plan includes benefits for tests or procedures to find or check a condition when specific symptoms
exist. Tests mustbe ordered by a Provider and include diagnostic services ordered before a surgery or
Hospital admission. Benefits include the following services:

Diagnostic Laboratory and Pathology Services

e Laboratory and pathology tests, such as blood tests.
e Genetic tests, when allowed by us.

Diagnostic Imaging Services and Electronic Diagnostic Tests

X-rays / regular imaging services

Ultrasound

Electrocardiograms (EKG)

Electroencephalography (EEG)

Echocardiograms

Hearing and vision tests for a medical condition or injury (not for screenings or preventive care)
Tests ordered before a surgery or admission.

Advanced Imaging Services
Benefits are also available for advanced imaging services, which include but are not limited to:

CT scan

CTA scan

Magnetic Resonance Imaging (MRI)
Magnetic Resonance Angiography (MRA)
Magnetic resonance spectroscopy (MRS)
Nuclear Cardiology

PET scans

PET/CT Fusion scans

QTC Bone Densitometry

Diagnostic CT Colonography

The list of advanced imaging services may change as medical technologies change.
Dialysis

See “Therapy Services® later in this section.
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Durable Medical Equipment and Medical Devices, Orthotics,
Prosthetics, and Medical and Surgical Supplies

Durable Medical Equipment and Medical Devices

Your Plan includes benefits for durable medical equipment and medical devices when the equipment
meets the following criteria:

Is meant for repeated use and is not disposable.

Is used for a medical purpose and is of no further use when medical need ends.
Is meant for use outside a medical Facility.

Is only for the use of the patient.

Is made to serve a medical use.

Is ordered by a Provider.

Benefits include purchase-only equipment and devices (e.g., crutches and customized equipment),
purchase or rent-to-purchase equipment and devices (e.g., Hospital beds and wheelchairs), and
continuous rental equipment and devices (e.g., oxygen concentrator, ventilator, and negative pressure
wound therapy devices). Continuous rental equipment must be approved by us. We may limitthe
amount of coverage for ongoing rental of equipment. We may not cover more in rental costs than the cost
of simply purchasing the equipment.

Benefits include repair and replacement costs as well as supplies and equipment needed for the use of
the equipment or device, for example, a battery for a powered wheelchair.

Oxygen and equipment for its ad ministration are also Covered Services.

Covered Services also include all Physician prescribed Medically Necessary equipment used for the
management and treatment of diabetes, such as insulin infusion pumps or glucometers.
Orthotics

Benefits are available for certain types of orthotics (braces, boats, splints). Covered Services include the
initial purchase, fitting, and repair of a custom made rigid or semi-rigid supportive device used to support,
align, prevent, or correct deformities or to improve the function of movable parts of the body, or which
limits or stops motion of a weak or diseased body part.

Orthotics may only be replaced once per year, when Medically Necessary. However, additional
replacements will be allowed:

e ForMembersunder age 18, when needed as a result of rapid growth, or
e For Members of any age, when an appliance is damaged and cannot be repaired.

Prosthetics

Your Plan also includes benefits for prosthetics, which are artificial substitutes for body parts for functional
or therapeutic purposes, when they are Medically Necessary for activities of daily living.

Benefits include the purchase, fitting, adjustments, repairs and replacements. Covered Services may
include, but are not limited to:

1) Artificial limbs and accessories;
2) One pair of glasses or contact lenses used after surgical removal of the lens(es) of the eyes);
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3) Breast prosthesis (whether internal or external) and surgical bras after a mastectomy, as required by
the Women’s Health and Cancer Rights Act.

4) Colostomy and other ostomy (surgical construction of an artificial opening) supplies directly related to
ostomy care.

5) Restoration prosthesis (composite facial prosthesis)
6) Wigs needed after cancer treatment, limited to the maximum shown in the Schedule of Benefits.
7) Cochlearimplants.

8) Hearing aids, including bone-anchored hearing aids, provided to a newborn for initial amplification
following a newborn hearing screening (including any necessary rescreening, audiological
assessment and follow-up; see “Preventive Care”). A hearing aid is an electronic device worn or
implanted for the purpose of amplifying sound and assisting the physiological process of hearing.

9) Hearing aids for adults and children.

Medical and Surgical Supplies

Your Plan includes coverage for medical and surgical supplies that serve only a medical purpose, are
used once, and are purchased (not rented). Covered supplies include syringes, needles, surgical
dressings, splints, and other similar items that serve only a medical purpose. Covered Services do not
include items often stocked in the home for general use like Band-Aids, thermometers, and petroleum

jelly.
Covered Services include the following:

Physician prescribed Medically Necessary supplies (i.e, chem strips, lancets, need les/syringes) used for
the management and treatment of diabetes.

PKU formula and low protein modified food products for the treatment of phenylketonuria or any inherited
diseases of amino acids and organic acids (covered only for children through age 5.) Low protein modified
food products are foods that are specifically formulated to have less than one gram of protein per sering
and are intended to be used under the direction of a Doctor for the dietary treatment of any inherited
metabolic disease. Low protein foods do notinclude foods that are naturally low in protein.

Blood and Blood Products

Your Plan also includes coverage for the administration of blood products unless they are received from a
community source, such as blood donated through a blood bank.

Emergency Services

If you are experiencing an Emergency please call 911 or visit the nearest Hospital for treatment.
Emergency Services are covered under your Plan. "Emergency Service" means a health care item or
service furnished or required to evaluate and treat an Emergency Medical Condition, as defined below,
which may include, but shall not be limited to, health care services that are provided in a licensed
Hospital's emergency facility by an appropriate Provider.

Emergency (Emergency Medical Condition)

“Emergency,” or “Emergency Medical Condition” means the sudden and, at the time, unexpected onset of
a medical or behavioral health condition that manifests itself by symptoms of sufficient severity,
regardless of the final diagnosis that is given, that would lead a prudent layperson, possessing an
average knowledge of medicine and health, to believe thatimmediate medical care is required, which
may include, but shall not be limited to: (a) placing the patient's health or the health of another personin
serious danger or, for a pregnant woman who is having contractions, that there is inadequate time to
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effect a safe transfer to another hospital before delivery or that transfer to another hospital may pose a
threat to the health or safety of the woman or unborn child; (b) serious impairment to bodily functions; (c)
serious dysfunction of any bodily organ or part or (d) inadequately controlled pain. Such conditions
include but are not limited to, chest pain, stroke, poisoning, serious breathing problems,
unconsciousness, severe burns or cuts, uncontrolled bleeding, or seizures.

Emergency Room Services

Benefits are available in a Hospital Emergency Room for services and supplies to evaluate and treat the
onset of symptoms by an appropriate Provider for an Emergency, as defined above. Services provided
for conditions that do not meet the definition of Emergency will not be covered.

Emergency Care

“Emergency Care” means a medical or behavioral health exam done in the Emergency Department of a
Hospital, and includes Emergency Services routinely available in the Emergency Department to evaluate
an Emergency Condition. It includes any further medical or behavioral health exams and Emergency
Services required to stabilize the patient.

Medically Necessary services will be covered whether you get care from an In-Network or Out-of-Network
Provider.

Emergency Care you get from an Out-of-Network Provider will be covered as an In-Network service. You
may have to pay the difference between the Out-of-Network Provider's charge and the Maximum Allowed
Amount, as well as any applicable Deductible, Coinsurance and/or Copayment. However, if you receive
Emergency Care at an In-Network Facility by an Out-of-Network professional Provider, you will only have
to pay your applicable Deductible, Coinsurance and/or Copayment for services received from the time of
the emergency admission until discharge from the In-Network Facility.

The Maximum Allowed Amount for Emergency Care from an Out-of-Network Provider will be the greatest
of the following:

1. The amount negotiated with In-Network Providers for the Emergency service;

2. The amount for the Emergency service calculated using the same method we generally use to
determine payments for Out-of-Network services but substituting the In-Network cost-sharing for the
Out-of-Network cost-sharing; or

3. The amount that would be paid under Medicare for the Emergency service.

Emergency Care necessary to screen and stabilize an Emergency Medical Condition will not require prior
authorization. We consider that you are “stabilized” when you can be safely transferred to another setting
or facility without a material deterioration of your condition. If you are admitted to the Hospital from the
Emergency Room, be sure that you or your Doctor calls us as soon as possible. We will review your care
to decide if a Hospital stay is needed and how many days you should stay. See “Getting Approval for
Benefits” for more details. If you or your Doctor do not call us, you may have to pay for services that are
determined to be not Medically Necessary.

Treatment you get after your condition has stabilized is not Emergency Care. If you continue to get care
from an Out-of-Network Provider, Covered Services will be covered at the Out-of-Network level unless we
agree to cover them as an Authorized Service.

Gene Therapy Services

Your Plan includes benefits for gene therapy services, when Anthem approves the benefits in advance
through Precertification. See “Getting Approval for Benefits” for details on the Precertification process.
To be eligible for coverage, services must be Medically Necessary and performed by an approved
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Provider at an approved treatment center. Even if a Provider is an In-Network Provider for other services
it may not be an approved Provider for certain gene therapy services. Please call us to find out which
providers are approved Providers. (When calling Member Services, ask for the Transplant Case Manager
for further details.)

Services Not Eligible for Coverage

Your Plan does notinclude benefits for the following:

i Services determined to be Experimental / Investigational;

il Services provided by a non-approved Provider or at a non-approved Facility; or
iii. Services not approved in advance through Precertification.

Habilitative Services

Benefits also include habilitative health care services and devices that help you keep, learn or improve
skills and functioning for daily living. Examples include therapy for a child who isn’t walking or talking at
the expected age. These services may include physical and occupational therapy, speech-language
pathology and other services for people with disabilities in a variety of inpatient and/or outpatient settings.

Please see “Therapy Services” later in this section for further details.

Home Care Services

Benefits are available for Covered Services performed by a Home Health Care Agency or other Provider
inyour home. To be eligible for benefits, you must essentially be confined to the home, as an alternative
to a Hospital stay, and be physically unable to get needed medical services on an outpatient basis.
Services must be prescribed by a Doctor and the services must be so inherently complex that they can be
safely and effectively performed only by qualified, technical, or professional health staff.

Covered Services include but are not limited to:

Intermittent skilled nursing services by an R.N. or L.P.N.

Medical / social services

Diagnostic services

Nutritional guidance

Training of the patient and/or family/caregiver

Home health aide services. You must be receiving skilled nursing or therapy. Services must be given

by appropriately trained staff working for the Home Health Care Provider. Other organizations may

give services only when approved by us, and their duties must be assigned and supervised by a

professional nurse on the staff of the Home Health Care Provider or other Provider as approved by

us.

e Therapy Services (except for Manipulation Therapy which will not be covered when given in the
home)

e Medical supplies

e Durable medical equipment

e Private duty nursing services.

When available in your area, benefits are also available for Intensive In-home Behavioral Health Services.
These do not require confinement to the home. These services are described in the “Mental Health and
Substance Abuse Services” section below.
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Home Infusion Therapy

See “Therapy Services” later in this section.
Hospice Care

You are eligible for hospice care if your Doctor and the Hospice medical director certify that you are
terminally ill and likely have less than twelve (12) months to live. You may access hospice care while
participating in a clinical trial or continuing disease modifying therapy, as ordered by your treating
Provider. Disease modifying therapy treats the underlying terminal iliness.

The services and supplies listed below are Covered Services when given by a Hospice for the palliative
care of pain and other symptoms that are part of a terminal disease. Palliative care means care that
controls pain and relieves symptoms, butis not meant to cure a terminal illness. Covered Services
include:

e Care from an interdisciplinary team with the development and maintenance of an appropriate plan of
care.

e Short-term Inpatient Hospital care when needed in periods of crisis or as respite care.

e Skilled nursing services, home health aide services, and homemaker services given by or under the
supervision of a registered nurse.

e Social services and counseling services from a licensed social worker.

Nutritional support such as intravenous feeding and feeding tubes.
Physical therapy, occupational therapy, speech therapy, and respiratory therapy given by a licensed
therapist.

e Pharmaceuticals, medical equipment, and supplies needed for the palliative care of your condition,
including oxygen and related respiratory therapy supplies.

e Bereavement (grief) services, including a review of the needs of the bereaved family and the
development of a care plan to meet those needs, both before and after the Member's death.
Bereavement services are available to the patient and those individuals who are closely linked to the
patient, including the immediate family, the primary or designated care giver and individuals with
significant personal ties, for one year after the Member’s death.

Your Doctor must agree to care by the Hospice and must be consulted in the development of the care
plan. The Hospice must keep a written care planon file and give it to us upon request.

Benefits for services beyond those listed above that are givenfor disease modification or palliation, such
as but not limited to chemotherapy and radiation therapy, are available to a Member in Ho spice. These
services are covered under other parts of this Plan.

Human Organ and Tissue Transplant (Bone Marrow / Stem Cell)
Services

Your Plan includes coverage for Medically Necessary human organ and tissue transplants. Certain
transplants (e.g., cornea and kidney) are covered like any other surgery, under the regular inpatient and
outpatient benefits described elsewhere in this Booklet.

This section describes benefits for certain Covered Transplant Procedures that you get during the
Transplant Benefit Period. Any Covered Services related to a Covered Transplant Procedure, received
before or after the Transplant Benefit Period, are covered under the regular Inpatient and outpatient
benefits described elsewhere in this Booklet.

In this section you will see some key terms, which are defined below:
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Covered Transplant Procedure

As decided by us, any Medically Necessary human organ, tissue, and stem cell / bone marrow
transplants and infusions including necessary acquisition procedures, mobilization, collection and
storage. It also includes Medically Necessary myeloablative or reduced intensity preparative
chemotherapy, radiation therapy, or a combination of these therapies.

Covered Transplant Procedures include treatment of breast cancer by high-dose chemotherapy with
autologous bone marrow transplantation or stem cell transplantation.

In-Network Transplant Provider

A Provider that we have chosen as a Center of Excellence and/or a Provider selected to take part as an
In-Network Transplant Provider by the Blue Cross and Blue Shield Association. The Provider has
entered into a Transplant Provider Agreement to give Covered Transplant Procedures to you and take
care of certain administrative duties for the transplant network. A Provider may be an In-Network
Transplant Provider for:

» Certain Covered Transplant Procedures; or
« All Covered Transplant Procedures.

Out-of-Network Transplant Provider

Any Provider that has NOT been chosen as a Center of Excellence by us or has not been selected to
take part as an In-Network Transplant Provider by the Blue Cross and Blue Shield Association.

Transplant Benefit Period

At an In-Network Transplant Provider Facility, the Transplant Benefit Period starts one day before a
Covered Transplant Procedure and lasts for the applicable case rate / global time period. The number of
days will vary depending on the type of transplant received and the In-Network Transplant Provider
agreement. Call the Case Manager for specific In-Network Transplant Provider details for services
received at or coordinated by an In-Network Transplant Provider Facility.

At an Out-of-Network Transplant Provider Facility, the Transplant Benefit Period starts one day before a
Covered Transplant Procedure and lasts until the date of discharge.

Prior Approval and Precertification

To maximize your benefits, you should call our Transplant Department as soon as you think you
may need atransplant to talk about your benefit options. You must do this before you have an
evaluation and/or work-up for atransplant. We will help you maximize your benefits by giving you
coverage information, including details on what is covered and if any clinical coverage guidelines, medical
policies, In-Network Transplant Provider rules, or Exclusions apply. Call the Member Services phone
number on the back of your Identification Card and ask for the transplant coordinator. Even if we give a
prior approval for the Covered Transplant Procedure, you or your Provider must call our Transplant
Department for Precertification prior to the transplant whether this is perfformed in an Inpatient or
Outpatient setting.

Precertification is required before we will cover benefits for a transplant. Your Doctor must certify, and we
must agree, that the transplant is Medically Necessary. Your Doctor should send a written request for
Precertification to us as soon as possible to start this process. Not getting Precertification will resultin a
denial of benefits.

Please note that there are cases where your Provider asks for approval for human leukocyte antigen
(HLA) testing, donor searches and/or a collection and storage of stem cells prior to the final decision as to
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what transplant procedure will be needed. Inthese cases, the HLA testing and donor search charges will
be covered as routine diagnostic tests. The collection and storage request will be reviewed for Medical
Necessity and may be approved. However, such an approval for HLA testing, donor search and/or
collection and storage is NOT an approval for the later transplant. A separate Medical Necessity decision
will be needed for the transplant.

Transportation and Lodging

We will cover the cost of reasonable and necessary travel costs when you get prior approval and need to
travel more than 75 miles from your permanent home to reach the Facility where the Covered Transplant
Procedure will be performed. Our help with travel costs includes transportation to and from the Facility
and lodging for the patient and one companion. If the Member receiving care is a minor, then reasonable
and necessary costs for transportationand lodging may be allowed for two companions. You must send
itemized receipts for transportation and lodging costs in a form satisfactory to us when claims are filed.
Call us for complete information.

For lodging and ground transportation benefits, we will cover costs up to the current limits set forth in the
Internal Revenue Code.

Non-Covered Services for transportation and lodging include, but are not limited to:

e Child care,

e Mileage within the medical transplant Facility city,

e Rental cars, buses, taxis, or shuttle service, except as specifically approved by us,
e Frequent Flyer miles,

e Coupons, Vouchers, or Travel tickets,

e Prepayments or deposits,

e Services for a condition that is not directly related, or a direct result, of the transplant,
e Phonecalls,

e Laundry,

e Postage,

e Entertainment,

e Travel costs for donor companion/caregiver,

e Return visits for the donor for a treatment of an iliness found during the evaluation,
e Meals.

Inpatient Services

Inpatient Hospital Care

Covered Services include acute care in a Hospital setting.
Benefits for room, board, and nursing services include:

e Aroom with two or more beds.

e A private room. The most the Plan will cover for private rooms is the Hospital’s average semi-private
room rate unless it is Medically Necessary that you use a private room for isolation and no isolation
facilities are available.

e Aroom inaspecial care unit approved by us. The unit must have facilities, equipment, and supportive
services for intensive care or critically ill patients.
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¢ Routine nursery care for newborns during the mother's normal Hospital stay.
e Meals, special diets.
e General nursing services.

Benefits for ancillary services include:

Operating, childbirth, and treatment rooms and equipment.

Prescribed Drugs.

Anesthesia, anesthesia supplies and services given by the Hospital or other Provider.
Medical and surgical dressings and supplies, casts, and splints.

Diagnostic services.

Therapy services.

Inpatient Professional Services

Covered Services include:

Medical care visits.
Intensive medical care when your condition requires it.

e Treatment for a health problem by a Doctor who is not your surgeon while you are in the Hospital for
surgery. Benefits include treatment by two or more Doctors during one Hospital stay when the nature
or severity of your health problem calls for the skill of separate Doctors.

e A personal bedside exam by another Doctor when asked for by your Doctor. Benefits are not
available for staff consultations required by the Hospital, consultations asked for by the patient,
routine consultations, phone consultations, or EKG transmittals by phone.

Surgery and general anesthesia.
Newborn exam. A Doctor other than the one who delivered the child must do the exam.
Professional charges to interpret diagnostic tests such as imaging, pathology reports, and cardiology.

Maternity and Reproductive Health Services

Maternity Services

Covered Services include services needed during a normal or complicated pregnancy and for services
needed for a miscarriage. Covered maternity services include:

e Professional and Facility services for childbirth in a Facility or the home including the services of an
appropriately licensed nurse midwife;

e Routine nursery care for the newborn during the mother’s normal Hospital stay, including circumcision
of a covered male Dependent;
Prenatal, postnatal, and postpartum services; and
Fetal screenings, which are genetic or chromosomal tests of the fetus, as allowed by us.
Services needed due to complications of pregnancy, which are conditions experienced during
pregnancy that may seriously jeopardize the health of either the mother or her unborn infant. The
condition may be related to the pregnancy itself or be non-pregnancy related occurring coincidentally
and adversely influencing the course of the pregnancy.

If you are pregnant on your Effective Date and in the first trimester of the pregnancy, you must change to
an In-Network Provider to have Covered Services covered at the In-Network level. If you are pregnanton
your Effective Date and in your second or third trimester of pregnancy (13 weeks or later) as of the
Effective Date, benefits for obstetrical care will be available at the In-Network level even if an Out-of-
Network Provider is used if you fill out a Continuation of Care Request Form and send itto us. Covered
Services will include the obstetrical care given by that Provider through the end of the pregnancy and the
immediate post-partum period.
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Important Note About Maternity Admissions: Under federal and state laws, we may not limit benefits
for any Hospital length of stay for childbirth for the mother or newborn to less than 48 hours after vaginal
birth, orless than 96 hours after a cesarean section (C-section). However, federal and state laws as a
rule do not stop the mother’'s or newborn’s attending Provider, after consulting with the mother, from
discharging the mother or her newborn earlier than 48 hours, or 96 hours, as applicable. In any case, as
provided by federal and state laws, we may not require a Provider to get authorization from us before
prescribing a length of stay which is not more than 48 hours for a vaginal birth or 96 hours after a C-
section.

Covered Services include two at-home post delivery care visits at your residence by a Doctor or Nurse
following you and your newborn child’s discharge from the Hospital. Coverage for this visitincludes, but is
not limited to:

physical assessment of the newborn and mother;

parent education;

assistance and training in breast or bottle feeding;

education and services for complete childhood immunizations; and

performance of any maternal or neonatal tests routinely performed during the usual course of
Inpatient care for you or your newborn child, including the collection of an adequate sample for
the hereditary and metabolic newborn screening.

These visits will not be subject to any Home Health Care maximums.
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Contraceptive Benefits

Benefits include oral contraceptive Drugs, injectable contraceptive Drugs and patches. Benefits also
include contraceptive devices such as diaphragms, intra uterine devices (IUDs), and implants. Certain
contraceptives are covered under the “Preventive Care” benefit. Please see that sectionfor further
details.

Sterilization Services

Benefits include sterilization services and services to reverse a non-elective sterilization that resulted from
aniliness orinjury. Reversals of elective sterilizations are not covered. Sterilizations for women are
covered under the “Preventive Care” benefit.

Abortion Services
Benefits include services for a therapeutic abortion, which is an abortion performed to save the life of the
mother. Elective abortions are not covered.

Infertility Services

Important Note: Although this Plan offers limited coverage of certain infertility services, it does not cover
all forms of infertility treatment. Benefits do not include assisted reproductive technologies (ART) or the
diagnostic tests and Drugs to support it, if these drugs are being used for these indications. Examples of
ART include artificial insemination, in-vitro fertilization, zygote intrafallopian transfer (ZIFT), or gamete
intrafallopian transfer (GIFT).

Covered Services include diagnostic tests to find the cause of infertility, such as diagnostic laparoscopy,
endometrial biopsy, and semen analysis. Benefits also include services to treat the underlying medical
conditions that cause infertility (e.g., endometriosis, obstructed fallopian tubes, and hormone deficiency).
Fertility treatments such as artificial insemination and in-vitro fertilization are not a Covered Service.

Mental Health and Substance Abuse Services

Covered Services include the following:
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e Inpatient Services in a Hospital or other Facility. Inpatient benefits include psychotherapy,
psychological testing, electroconvulsive therapy and detoxification.

e Residential Treatment in a licensed Residential Treatment Center that offers individualized and
intensive treatment and includes:

e Observation and assessment by a physician weekly or more often,
¢ Rehabilitation and therapy.

e Outpatient Services including office visits, therapy and treatment, Partial Hospitalization/Day
Treatment Programs, Intensive Outpatient Programs and (when available in your area) Intensive In-
Home Behavioral Health Services.

e Online Visits when available in your area. Covered Services include a medical visit with the Doctor
using the internet by a webcam, chat or voice. Online visits do not include reporting normal lab or
other test results, requesting office visits, getting answers to billing, insurance coverage or payment
guestions, asking for referrals to doctors outside the online care panel, benefit precertification, or
Doctor to Doctor discussions.

e Alcoholism Treatment or other substance abuse treatment provided in a residential or non-
residential facility certified by the Department of Mental Health.

e Eating Disorder Treatment including Inpatient Services, Outpatient Services, Residential Treatment

and counseling.

Examples of Providers from whom you can receive Covered Services include:

Psychiatrist,

Psychologist,

Neuropsychologist,

Licensed clinical socialworker (L.C.S.W.),

Mental health clinical nurse specialist,

Licensed marriage and family therapist (L.M.F.T.),

Licensed professional counselor (L.P.C) or

Any agency licensed by the state to give these services, when we have to cover them by law.

Occupational Therapy

Please see “Therapy Services” later in this section.
Office Visits and Doctor Services

Covered Services include:

Office Visits for medical care (including second surgical opinions) to examine, diagnose, and treat an
illness orinjury.

Consultations between your Primary Care Physician and a Specialist, when ap proved by Anthem.
Home Visits for medical care to examine, diagnose, and treat an illness or injury. Please note that

Doctor visits in the home are different than the “Home Care Services” benefit described earlier in this
Booklet.

53



Retail Health Clinic Care for limited basic health care services to Members on a “walk-in” basis. These
clinics are normally found in major pharmacies or retail stores. Health care services are typically given by
Physician's Assistants or Nurse Practitioners. Services are limited to routine care and treatment of
common illnesses for adults and children.

Walk-In Doctor’s Office for services limited to routine care and treatment of common illnesses for adults
and children. You do nothave to be an existing patient or have an ap pointment to use a walk -in Doctor’s
office.

Urgent Care as described in “Urgent Care Services” later in this section.

A Second Opinion by a specialist, if you are diagnosed with cancer and your Doctor refers you to a
specialist.

Online Visits. Covered Services include a medical visit and/or treatment by the Doctor using the internet
via awebcam, chat or voice. Online visits do notinclude reporting normal lab or other test results,
requesting office visits, getting answers to billing, insurance coverage or payment questions, asking for
referrals to doctors outside the online care panel, benefit precertification, or Doctor to Doctor
discussions. For Mental Health and Substance Abuse Online Visits, see the “Mental Health and
Substance Abuse Services” section.

Prescription Drugs Administered inthe Office

Orthotics

See “Durable Medical Equipment and Medical Devices, Orthotics, Prosthetics, and Medical and Surgical
Supplies” earlier in this section.

Outpatient Facility Services

Your Plan includes Covered Servicesin an:

Outpatient Hospital,

Freestanding Ambulatory Surgical Facility,
Mental Health / Substance Abuse Facility, or
Other Facilities approved by us.

Benefits include Facility and related (ancillary) charges, when proper, such as:

Surgical rooms and equipment,

Prescription Drugs including Specialty Drugs,

Anesthesia and anesthesia supplies and services given by the Hospital or other Facility,
Medical and surgical dressings and supplies, casts, and splints,

Diagnostic services,

Therapy services.

Physical Therapy

Please see “Therapy Services” later in this section.
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Preventive Care

Preventive care includes screenings and other services for adults and children. Allrecommended
preventive services will be covered as required by the Affordable Care Act (ACA) and applicable state
law. This means many preventive care services are covered with no Deductible, Copayments or
Coinsurance when you use an In-Network Provider.

Certain benefits for Members who have current symptoms or a diagnosed health problem may be
covered under the “Diagnostic Services” benefitinstead of this benefit, if the coverage does not fall within
the state or ACA-recommended preventive services.

Covered Services fall under the following broad groups:

1.

Services with an “A” or “B” rating from the United States Preventive Services Task Force. Examples
include, but are not limited to, screenings for:

Breast cancer,

Cervical cancer,
Colorectal cancer,

High blood pressure,
Type 2 Diabetes Mellitus,
Cholesteroal,

Child and adult obesity.
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Immunizations for children, adolescents, and adults recommended by the Advisory Committee on
Immunization Practices of the Centers for Disease Control and Prevention;

Preventive care and screenings for infants, children and adolescents as listed in the guidelines
supported by the Health Resources and Services Administration;

Preventive care and screening for women as listed in the guidelines supported by the Health
Resources and Services Administration, including, but not limited to:

a. Women'’s contraceptives, sterilization procedures, and counseling. This includes Generic oral
contraceptives as well as injectable contraceptives and patches. Contraceptive devices such as
diaphragms, intra uterine devices (IUDs), and implants are also covered. Brand Drugs will be
covered as a Preventive Care benefit when Medically Necessary according to your attending
Provider, otherwise they will be covered under "Prescription Drug Benefit at a Retail or Home
Delivery (Mail Order) Pharmacy.”

b. Breastfeeding support, supplies, and counseling. Benefits for breast pumps are limited to one
pump per pregnancy.

c. Gestational diabetes screening.

Preventive care services for smoking cessation and tobacco cessation for Members age 18 and older
as recommended by the United States Preventive Services Task Force including, but not limited to:

Counseling

b. Nicotine replacement therapy products obtained at a Retail or Home Delivery (Mail Order)
Pharmacy, when prescribed by a Provider, including over-the-counter (OTC) nicotine gum,
lozenges and patches. Prescription drugs and OTC items are limited to a no more than 180 day
supply per 365 days.

Prescription Drugs and OTC items identified as an A or B recommendation by the United States
Preventive Services Task Force when prescribed by a Provider including, but not limited to:
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a. Aspirin

b. Folic acid supplement

C.

Bowel preparations

Please note that certain age and gender and quantity limitations apply.

You may call Member Services at the number on your Identification Card for more details about these
services or view the federal government’s web sites,
http :/Aww. healthcare.gov/center/regulations/prevention.html, http://Mmww.ahrg.gov/clinic/uspstfix.html,

and http://www.cdc.gov/vaccines/acip/index.html.

Covered Services also include these services as required by state law:

Well-baby and well-child care examinations for children through the age of 12, including child
health supervision services, based on American Academy of Pediatric Guidelines. Child health
supervision services include, but are not limited to, a review of a child's physical and emotional
status performed by a Doctor, by a health care professional under the supervision of a Doctor, in
accordance with the recommendations of the American Academy of Pediatrics and includes a
history, complete physical examination, developmental assessment, anticipatory guidance,
appropriate immunizations, and laboratory tests.

Immunizations (including those required for school), following the current Childhood and
Adolescent Immunization Schedule as approved by the Advisory Committee on Immunization
Practice (ACIP), the American Academy of Pediatrics (AAP), and the American Academy of
Family Physicians (AAFP) and as provided by the Missouri Department of Health and Senior
Services for children through the age of five. These immunizations will not be subject to any
Deductible, Coinsurance, Copayments or Benefit Period Maximums.

The following for newborns: hearing screenings, necessary re-screenings, audiology assessment
and follow-up.

Pelvic examinations, in accordance with current American Cancer Society guidelines.

Routine cytologic screening (including pap test), in accordance with current American Cancer
Society guidelines.

Low-dose screening mammograms, which includes X-rays, digital examinations, breast
tomosynthesis and three dimensional radiology, for asymptomatic women, including:
o Baseline mammograms for women age 35-39;
o Annual mammograms for women age 40 and older;
o Annual mammograms for any woman whose doctor has recommended a mammogram
because of a prior family history of breast cancer;
o Breast MRIs or ultrasounds for women with above-average risk and where otherwise
medically necessary.
Routine bone density testing for women.

Routine prostate exam and prostate specific antigen testing, in accordance with current American
Cancer Society guidelines.

Routine colorectal cancer examination and related laboratory tests, in accordance with current
American Cancer Saociety guidelines.

Testing for lead poisoning, including pregnant women.
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